I AM indebted to Sir Francis Champneys for permission to record the notes of the following case, which presents some unusual features in its clinical history: G. P., a housewife, aged 35, sought advice in the out-patient department of St. Bartholomew's Hospital on January 27, 1912, on account of inability to " hold her water."
Past history: Six previous pregnancies, six children, the last on March 29, 1910. Menstruation was regular and normal; the last regular period ended at the end of September, 1911; since then amenorrhoea.
History of present condition: Amenorrhcea since end of September, 1911; morning sickness began in October, and the breasts enlarged, the patient being pregnant. On January 8 she experienced a severe attack of pain in the lower part of the abdomen, and the following norning was only able to pass urine with difficulty. The amount passed was scanty. A doctor was called in who advised the passage of a catheter, but the patient assured him that she had passed her water. Her doctor was satisfied with this, and the catheter was not passed. For the next seven days the patient continued to suffer from pain in the bladder region, and could only pass urine with difficulty. For the last fortnight previous to being seen at hospital she was unable to hold her water; she had to pass it every hour during the day and about ten times at night. During this time she also noticed that her abdomen increased rapidly in size, and that her legs became swollen.
She then came to hospital and was seen in the out-patient department by Dr. Griffith, who found the abdomen enormously distended. A tumour was outlined, which extended to within an inch of the costal margin.
It felt tense and elastic and had the characters of a large ovarian cyst. A catheter was passed and 7 pints of clear urine were withdrawn. The abdominal tumour then disappeared. The patient was then admitted to Martha Ward, and it is noteworthy that three and a half hours after the passage of this large amount of urine a catheter was again passed, when Obstetrical and Gynaecological Section ing cystitis. In this patient, however, there was no evidence of cystitis, for no micro-organisms were found either on staining films or after cultivation. That cystitis did not supervene is somewhat remarkable.
(2) The haematuria may have been caused by the rupture of a bloodvessel in the wall of the bladder, or by a tear in the lining mucous membrane owing either to the over-distension of the bladder or to the sudden relief of tension upon the withdrawal of the urine.
Grosse, in a critical review of the causation of haematuria during pregnancy' states that a tear in a large varicose vein of the bladder is a common cause. He mentions that the bladder has been opened in such cases, and the existence of a torn varicose vein demonstrated. These varicose veins are, in his opinion, due to the pregnancy, just as are hamorrhoids and varicose veins of the vulva. Luys has examined the mucous membrane of the bladder during the latter months of pregnancy. In all cases so examined he has noted an intense vascularization of the mucous membrane, and some dilated and tortuous veins. These appearances have been specially remarked in the region of the trigone. No cystoscopic examination was made at the time in the case now recorded, as it was feared that the manipulations might cause a recurrence of the bleeding. When the patient was again seen on April 2 the opportunity was taken of examining the bladder mucous nmembrane by the cystoscope, when a varicosity of the veins could be clearly demonstrated, in he region of the trigone.
DISCUSSION.
The PRESIDENT (Dr. Amand Routh) had seen a somewhat similar case of ha3maturia with retroverted gravid uterus, in which the bladder had been enormously distended for some weeks, but the patient was able, nevertheless, to pass what she considered to be normal quantities of water at normal intervals. This had led to the diagnosis, before admission, of ovarian cyst an(d gravid retroverted uterus. HIe thought the hematuria in these cases was due to separation of the mucous membrane which does not admit of stretching without laceration like the other coats of the bladder.
Dr. GRIFFITH had seen this patient on her arrival at St. Bartholomew's Hospital. The distension of the bladder was greater than he had ever seen, and reached to the ribs, and in spite of the duration, the temperature was normal, and there was no evidence of cystitis or of hsematuria. In cases less severe, and of no longer duration, acute septic cystitis was usually present, and in some ended fatally.
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(2) The hamaturia may have been caused by the rupture of a bloodvessel in the wall of the bladder, or by a tear in the lining mucous membrane owing either to the over-distension of the bladder or to the sudden relief of tension upon the withdrawal of the urine.
Grosse, in a critical review of the causation of hematuria during pregnancy' states that a tear in a large varicose vein of the bladder is a common cause. He mentions that the bladder has been opened in such cases, and the existence of a torn varicose vein demonstrated. These varicose veins are, in his opinion, due to the pregnancy, just as are hoemorrhoids and varicose veins of the vulva. Luys has examined the mucous membrane of the bladder during the latter months of pregnancy. In all cases so examined he has noted an intense vascularization of the mucous membrane, and some dilated and tortuous veins. These appearances have been specially remarked in the region of the trigone. No cystoscopic examination was made at the time in the case now recorded, as it was feared that the manipulations might cause a recurrence of the bleeding. When the patient was again seen on April 2 the opportunity was taken of examining the bladder mucous membrane by the cystoscope, when a varicosity of the veins could be clearly demonstrated, in he region of the trigone.
The PRESIDENT (Dr. Amand Routh) had seen a somewhat similar case of haematuria with retroverted gravid uterus, in which the bladder had been enormously distended for some weeks, but the patient was able, nevertheless, to pass what she considered to be normal quantities of water at normal intervals. This had led to the diagnosis, before admission, of ovarian cyst and gravid retroverted uterus. He thought the haematuria in these cases was due to separation of the mucous membrane which does not admit of stretching without laceration like the other coats of the bladder.
Dr. GRIFFITH had seen this patient on her arrival at St. Bartholomew's Hospital. The distension of the bladder was greater than he had ever seen, and reached to the ribs, and in spite of the duration, the temperature was normal, and there was no evidence of cystitis or of heematuria. In cases less severe, and of no longer duration, acute septic cystitis was usually present, and in some ended fatally.
Mr. G. W. JOHNSTONE said he would like to ask Dr. Barris what style of catheter was used in this case, and referred to a paper by himself on this important subject, in the Transactionzs of the British Gyntecological Society for 1891,1 One of the cases mentioned in that paper showed that much blood in the urine might be due to injury to the mucous membrane of the urethral canal. He expressed the belief from his experience that the retention of a catheter after the reduction of the retroverted organ was not essential, as the patient would be found to pass urine readily on hands and knees.
Dr. MAXWELL agreed with several other speakers that hwmaturia in these cases bore no necessary relation to infection. In his opinion, apart from infection (haemorrhagic cystitis), one of the most common causes of severe bleeding into the bladder was due to too rapid catheterization. In these cases of over-distension of the bladder the vesical mucosa must be deprived to a great extent of its blood supply. As a result of rapid emptying of the bladder there was a sudden reflex of blood to the mucosa with haemorrhage into it from its free surface. He had always expressed the view that such bladders should be emptied with extreme care, using the smallest size catheter possible, and allowing sometimes an hour to an hour and a half for the process. They were not suitable cases for treatment in the receiving room and casualty department of the hospital, but should be admitted to the wards where, as a rule, with regular catheterization every six hours spontaneous correction of the position of the uterus was the rule in twenty-four hours' time.
Dr. HERMAN said he had once been called in consultation to a puerperal woman who suffered from retention of urine. A doctor had passed a catheter without any difficulty, but had not been able to empty the bladder. He (Dr. Herman) cut into the bladder from the vagina, by an incision in the middle line. When this had been done a mass of black clots came tumbling out. The incision was left open, so that the bladder might be drained. There was no further haemorrhage and no fever. The incision, as usual, contracted to the size of a pinhole, and then was easily closed. The patient remained per-. fectly well. The cause of the bleeding was never discovered. Dr. Barris's well-reported case was important, in that the varicose vein in the bladder was seen.
Dr. BARRIS, in reply, said that the catheter used was a rubber one; the date of the pregnancy when the symptoms occurred was between the third and fourth month, for the last regular period was stated to have ended at the end of September, and the symptoms began on January 8.
